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Paper compliance to the investigation of
complaint INO0128150 completed on May 9,
2013.

Review Date: 06/04/2013

Facility Number: 000032
Provider number: 155077
AIM number: 100273330

Surveyor: Brenda Nunan, RN

Lakeview Manor was found to be in compliance
with 42 CFR Part 483, Subpart B and 410 IAC
16.2, in regard to the paper compliance review to
the complaint investigation.
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